The fluid in such a case would be thick, and so would not come away in the aspirating needle.
The other suggestion was that it is a lesion of the duct of the parotid gland, but I think the swelling is too far forward for that diagnosis.
Mr. C. E. SHATTOCK regarded the swelling as an inflammatory mass. He had had two similar cases, and after a policy of " wait and see " the swelling had disappeared. Diaphysial Aclasis.-J. H. EASTON, M.B.-Patient, a girl aged 12. has noticed during the last few years the appearance and gradual growth of several hard swellings in different parts of the body.
The swellings, which are roughly symmetrical and bony in consistency, are outgrowths of the bone near the growing points.
They are situated at -the lower ends of both femora, the distal ends of both radii, the vertebral border of the scapula, and near the costochondral junction of a lower rib.
There is a strong family history of a similar cond&tion in the father, and paternal uncle, aunt and cousins. It is rather a disorder of bone formation than a new growth of bone. Another interesting point in the case, though I do not know that it has any connexion with it, is that the girl came for operation for tonsils and adenoids, and after that operation she had several very severe hsemorrhages: I do not think these ha(l anything to do with this condition. There is probably some trouble with the calcium content of the blood.
Single EXOStOSiS.-CECIL P. G. WAKELEY, F.R.C.S.-I brought this case up in contradistinction to Mr. Easton's case of multiple growths. The patient is a girl aged 9, who first noticed in March, 1928, a lump in the upper end of the left humerus. This has gradually become larger. X-rays show an exostosis on the inner part of the humerus.
In Sir Arthur Keith's view diaphysial aclasia is a term in contradistinction to diaphysial clasia, the normal closure. I think that neither Virchow's nor Keith's theory gives us the actual pathology. It is true that multiple exostoses occur at the growing ends of bones, as Mr. Easton's case shows very well. I think it is hardly possible for an exostosis in the middle of the rib to have migrated from the epiphysial line of the rib.
Di8cu88ion.-Dr. F. PARKES WEBER said that " aclasis " seemed to mean " absence of breaking," but that in Sir Arthur Keith's use of the term it meant "absence of pruning."
In some cases of " multiple exostoses " (which, admittedly, might be a familial conditionobviously an abnormality in osseous development) an important feature of the condition was, as Sir A. Keith himself pointed out, aplasia of the distal end of the ulna. One could not prune what did not exist and what had never been formed.
Dr. KINGSTON BARTON said he had heard Sir Arthur Keith's original lecture in 1919, when he first used the term " multiple exostoses " just as a clinical term to embrace all cases which differed so miiuch in position, size, etc. Probably the lecturer's view was correct, i.e., that there was some disorder in the development of bone, his theory being that bones were laid down on a certain model, that the whole outline of a bone was under the periosteum, and the membranous portion of that outline was where the development of the bone proceeded, and that in all the long bones the outside of the bone was developed from membrane, not from cartilage. The microscope showed, that in the early stage there were apertures in the periosteal bone through which it was easy for cartilage to escape. If those outgrowths remained open long enough it was the exodus of cartilage on to the periosteum which proceeded to lay out the tumour called an exostosis. Onoc reason why-he thought Sir Arthur Keith was right in his theory was that it was at the extremities that the defects took place, leading to some error in the moulding line of the periosteal fibrous tissue. Here there was no bone formed at the lower end of the ulna, and that fact threw light on the question as to whether the defect was in the blood-supply or in the nerve-supply. Inspection of sections led one to think it was more likely to be an error in blood-supply, and that there would not be enough cartilage to make bone.
Mr. C. E. SHATTOCK said he remembered one case in which there were exostoses on the vertebrie as well. So it was not only a change affecting shafts of bones. to complain of pain in the stomach and of shortness of breath. She consulted her doctor who, in view of a history of "growing pains" and the presence of mitral stenosis, thought her condition was probably cardiac in origin.
Myelogenous
During the summer, however, she became much worse and was admitted to King's College Hospital. At that time she had a cough, with pain in and swelling of the abdomen. Her joints ached and her feet were swollen at night.
Family history is good. Parents are alive and well. Three brothers and two sisters are alive and well. Mother and one sister have had " rheumatic pains." Patient had interstitial keratitis at the age of 5 years.
Present Condition.-The patient is short of breath; lips slightly cyanosed; frequent, unproductive cough.
Cardio-vascular System.-Apex beat 5i in. from mid-sternal line, in 4th space; right border extends ' in. beyond edge of sternum. Presystolic thrill in mitral area corresponding with presystolic murmur and loud slapping sounds audible on auscultation in this area. Blood-pressure V".
Electro-cardiogram shows myocardial defect with a P-R interval at the upper limit, and complexes slurred and notched.
Respiratory System.-There is an impaired note at the left base posteriorly with prolonged expiration and moist crepitations.
Abdomen.-The spleen is hard and firm; extends to left anterior superior spine and can be felt in the mid-line 3j finger-breadths below umbilicus. A notch is palpable just above the umbilicus. The liver extends for 4 finger-breadths below the right costal margin. In this case I think we are dealing with a coincidence of two, if not three, diseases. In some cases we get evidence of a peripheral poison at work affecting the blood or the blood-forming organs. It does not, however, seem possible to ,account for the myelosis by the presence of a peripheral poison. Nowadays we-'ook upon myelosis as a neoplasmic condition, so a triple diagnosis seems necessary. The patient shows definite signs of endocardial and myocardial lesions due to old rheumatic infection, there are-signs of congenital syphilis and of the presence of disease in the blood-forming organs.
The patient has had arsenic by injection, benzol by the mouth, and application of X-rays to the spleen since she came into hospital and this treatment has increased the red-cell count, but the white-cell count has also increased and is now more than a million.
Discusion.-IDr. F. PARKES WEBER said this case might be grouped with the rare instances of myeloid leukoernia occurring in the late stages of syphilis or following malarial splenomegaly. The question seemed to be was there any real causal connexion with syphilis and malaria respectively ? The same question was asked as to Che leukeemia which in very rare cases had followed exposure to X-rays. He thought the association in such cases
